There remains finally a group of cases which are unrelieved by any surgical or therapeutic measures applied to the affected limb. These are desperate patients in a state of physical and mental bankruptcy whose days are ended in misery and self-destruction. Many operations on the central nervous system have been devised for their relief. As none has been performed in this present series, no personal observations on the value of these procedures can be made. CONCLUSION From the limited studies presented here it is apparent that many pains definable through their quality, explosive response, reference and modification by physiological change, may arise following a digital nerve injury. These pains have many combinations both amongst themselves and with the associated phenomena. When one symptom is dominant it may be labelled as a syndrome, e.g. causalgia. More commonly a bizarre mixture of pains is present, each with its own character. Each case must therefore be analysed clinically and only by an estimation of the mechanism involved in each particular pain syndrome can any reasonable programme of therapy be formulated, and progress made in the understanding of these painful states.
SUMMARY
(1) 16 cases of painful states following digital nerve injury are described.
(2) A clinical analysis of the pains has been made based on their quality, their threshold of response and the factors modifying their intensity.
(3) On the findings of the analysis certain lines of treatment are suggested.
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Floss Silk Darn for Inguinal Hernia
By RODNEY MAINGOT, F.R.C.S. THE floss silk darn operation for inguinal hernia is not original, but it incorporates all the good technical points of the many time-honoured herniorrhaphies. It has been evolved from Gallie's operation, using floss silk instead of fascia.
The all-silk technique is employed throughout the operation: fine silk for ligatures and sutures, and floss silk for the lattice repair which covers and buttresses the weakened posterior wall of the canal and an area well beyond this. As silk is used throughout, asepsis must be rigid, hemostasis complete, trauma minimal, and suturing impeccable.
The silk, after being boiled in water for thirty minutes, is soaked in 500,000 units of penicillin. Penicillin is given systemically in full dosage for the first four post-operative days as a routine measure.
In our hernia work we owe much to the use of penicillin, as serious sepsis in the wound and sinus formation have been eliminated.
This operation is applicable to all types of inguinal hernia-direct, indirect and recurrentexcept the small congenital hernixe of children and young adults with good muscular and fascial supports where simple herniotomy, followed by repair of the internal ring, is the procedure of choice. I set no age-limit on my cases for hernia surgery, and only refuse those in which there are definite contra-indications such as pulmonary tuberculosis, &c.
The important steps of the operation are:
(1) Crease incision, as it heals well and the scar is flexible and almost invisible.
(2) Stripping the cremaster muscle from the cord and removing an indirect sac after transfixion and ligation of the neck.
(3) Suturing the cremaster and transversalis fascia (from the point where the cord issues from the internal ring to pubic spine) to Poupart's ligament.
(4) The insertion of the floss silk darn from the pubic tubercle to the point where the cord issues from the internal ring and then back again to the symphysis. The first row is inserted along Poupart's ligament and the conjoint tendon, whilst the returning layer is introduced with a wider traverse-rectus sheath to Poupart's ligament.
(5) Approximation of the cut edges of the external oblique aponeurosis behind the cord. (6) Ensuring that there is no gap or weak spot where the cord issues through the newly constructed combined rings.
Floss silk is preferred to nylon, fascia lata, kangaroo tendon, stainless steel wire, tantalum wire, stout twisted silk, and other materials, because it is a beautifully soft material consisting of the individual fibrils of natural silk, offering a perfectly pliable framework for the subsequent growth of fibroblasts.
[The precise method of introducing the lattice or darn repair was then shown on the film.] The silk darn becomes incorporated into the tissues and stimulates the formation of a firm, strong but flexible barrier of fibrous tissue, making the area as strong as the tissues into which the lattice extends.
As the repair-firm but not too tight-is sound in practice and in principle, we allow our patients out of bed on the day following the operation and they are discharged from hospital on the eighth day.
They return to light duty in six weeks and to routine work in two months. In our hands, the sepsis rate is less than 1 %, whilst the recurrence rate has never exceeded 3%.
Our highest recurrence rate was in those cases operated on both sides at the same time; now, we allow an interval of ten days between the operations and this factor alone has done much to improve our results.
An Operation for Hypospadias
By DENIS BROWNE, F.R.C.S. Surgeon to The Hospital ftr Sick Children THERE are four simple and obvious requirements for an operation for hypospadias: (1) It should be applicable to all degrees of the deformity.
(2) It should be capable ofregular completion before the age at which it becomes important to the child to pass urine in the normal masculine manner. That is the age of 5 years, at which schooling in this country is usually begun.
(3) It should produce a urethra equivalent in diameter and elasticity with the normal. (4) It should be within the power ofany competent surgeon, and not need either exceptional skill or exceptional fortune for success.
Without going at length into the immense number of procedures advocated for this condition, it will be evident that no single one of them fulfils the fi st, second, or fourth requirements, and the various methods of forming a urethra by skin grafts do not fulfil the third.
The method here described I believe to fulfil them all. It turns upon the curious fact that the skin of the penis never forms keloid, nor does the subcutaneous tissue thicken and contract tollowing granulation and healing as is the rule elsewhere in the body. Because of this, if a strap of skin is buried along the line where a new urethla is desired it will automatically form itself into a tube without stricture in diameter nor contraction in length.
